ive to no-contact arms (n = 39 studies)

| Number | Estimated odds ratio | Estimated cessation rate
tent category of arms (95% C.L) (95% C.1.)
‘ 25 1.0 8.8
erence group)
rsive smoking 9 2.1 (1.04.2)2 17.5 (7.6-27.2)
treatment social 21 ' 1.8 (1.4-2.5) 15.2 (11.3—-19.1)
port
57 1.6 (1.2-2.2) 13.7 (10.3-17.1)
30 1.3 (0.9-2.0) 11.5 (7.4-15.7)
16 1.3 (0.8-2.0) ’ 11.2 (7.0-15.5)
40 1.1 (0.9-1.5) 9.8 (7.5-12.2)
17 1.1 (0.8-1.6) 9.8 (6.6-13.0)
8 1.1 (0.6-1.8) 9.6 (4.8-14.3)
13 1.0 (0.7-1.6) 9.1 (5.6-12.7)
15 0.8 (0.5-1.3) 7.5 (4.3-10.7)
rette fading 18 0.7 (0.4-1.1) 6.4 (3.6-13.3)

al 95% lower confidence estimate equals 1.04.

ical problems and were based on small samples. Hence, at present it

1d be premature to evaluate cue exposure/extinction interventions.
Separate meta-analyses were conducted for the content categories of hyp-
s and acupuncture. Only three acceptable studies examined hypnosis.
ause the studies were of poor quality and their results were inconsistent,
evidence was insufficient to assess the effectiveness of hypnosis.
Similarly, evidence was inadequate to support the efficacy of acupunc-
‘as a smoking cessation treatment. The acupuncture meta-analysis
paring “active” acupuncture with “control” acupuncture revealed no dif-
nce in efficacy between the two types of procedures, and the odds ratio
ctive acupuncture was actually smaller than that of contrel acupuncture.
e results suggest that any effect of acupuncture might be produced by

rs such as positive expectations about the procedure.

e six studies included in the analysis of acupuncture were examined
vidually in order to explore acupuncture efficacy further. Of these six stud-
five involved nonacupuncture control conditions. Two of these showed
uncture to be more effective than control conditions, and three showed no
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General strategy 1. Common elements of problem-solving/
skills-training smoking cessation treatments

difference. Therefore, active acupuncture was not consistently more effecti*
than either placebo/control acupuncture or nonacupuncture control conditior
The panel concluded that there was relatively little evidence available regar
ing acupuncture and that the existing evidence was inconclusive.

Person-to-Person Treatment: Duration
and Number of Sessions

Recommendation: In general, the greater the number of weeks over
which person-to-person counseling or treatment is delivered, the mor¢
effective it is. Therefore, the duration of smoking cessation interventi
should last as many weeks as is feasible given available resources.
(Strength of Evidence = A)

Recommendation: Person-to-person treatment delivered over four to
seven sessions appears especially effective in increasing cessation rate:
Therefore, if available resources permit, clinicians should strive to me
at least four times with quitting smokers. (Strength of Evidence = A)

Duration of Treatment. Fifty-five studies met selection criteria for tt
analysis addressing the duration of smoking cessation interventions.
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Evidence

eral strategy 2. Common elements of supportive smoking
sation treatments

ation of treatment was categorized as less than 2 weeks, 2 weeks to less
4 weeks, 4 weeks to 8 weeks, and greater than 8 weeks. Less than 2
ks was used as the reference group. Results are shown in Table 14.
Because the duration of treatment was associated with the intensity of
on-to-person contact (length of treatment sessions), an additional analysis
ned the effect of duration after controlling for intensity of person-to-
son contact. The trend for increasing efficacy with increasing duration
1ained after controlling for the intensity of person-to-person contact, but
ly the longest duration showed a significant effect (data not shown).

Evidence. The efficacy of a smoking cessation intervention increases
longer duration of treatment. The duration of treatment independently
itributes to the efficacy of smoking cessation interventions over and above
contribution of the intensity of person-to-person contact. (Strength of
dence = A) ‘

‘Number of Treatment Sessions. Fifty-five studies involving at least
le person-to-person contact met selection criteria for the analysis addressing
impact of number of treatment sessions. The number of treatment sessions
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Table 14. Efficacy of and cessation rates for various durations of
person-to-person treatment (n = 55 studies)

Number | Estimated odds ratio | Estimated cessation r
Duration of arms (95% C.1.) (95% C.1.)
<2w 101 1.0 104
(reference group) : '
2to<4w 14 1.6 (1.3-2.0) 15.6 (12.9-18.3)
4-8w 12 1.6 (1.2-2.1) 16.1 (12.4-19.7) "
>8w 15 2.7 (2.2-3.2) 23.8 (20.6-27.1)

was categorized as one or fewer sessions, two to three sessions, four to sev.
sessions, and greater than seven sessions. One or fewer sessions was used
the reference group. Results are shown in Table 15. -
Because number of treatment sessions was associated with the intens:
of person-to-person contact (length of treatment sessions), an additional
analysis that examined the effect of the number of sessions after controlli
for intensity of person-to-person contact was also conducted. Only four t
seven sessions remained statistically significant after controlling for the
intensity of person-to-person contact. ;

Evidence. Multiple treatment sessions increase smoking cessatlon rate<f,
over those produced by one or fewer sessions. The evidence suggests that f
to seven sessions may be the most effective range. These results also sugge“
that the number of treatment sessions, at least four to seven sessions, contrit
to the efficacy of smoking cessation interventions over and above the contri -
tion of the intensity of person-to-person contact. (Strength of Evidence =A

Smoking Cessation Pharmacotherapy

Evaluation of various pharmacotherapies for smoking cessation was if
ducted using several sources of information. For transdermal nicotine an
nicotine gum, several high-quality published meta-analyses were availabl

Table 15. Efficacy of and cessation rates for number of person-to-
person treatment sessions (n = 55 studies)

Number of Number | Estimated odds ratio | Estimated cessation 1

sessions of arms (95% C.1.) (95% C.1.)

< 1 session 96 1.0 -10.4
(reference group) ;
2-3 sessions 15 2.0 (1.6-2.4) 18.8 (15.8-21.9) :
4-7 sessions 25 2.5 (2.2-2.9) 22.6 (19.9-25.3)
>7sessions | 12 1.7 1.2-2.5) 167 (11.4-22.0)
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¢ clonidine, sources of information were an existing published meta-
alysis, a meta-analysis conducted by guideline staff, and examination of
idual studies. For all other pharmacotherapies, the source of informa-
was examination of individual studies.

mmendation: Patients should be encouraged to use nicotine
acement therapy (patch or gum) for smoking cessation except in the
ence of special circumstances (see General Strategies 3 and 5).

ngth of Evidence = A)

mmendation: Transdermal nicotine (the nicotine patch) is an effi-
us smoking cessation treatment that patients should be encouraged
e. The nicotine patch is effective across diverse settings and popula-
and when used with a variety of psychosocial interventions.

ngth of Evidence = A) ,

mmendation: Nicotine gum is an efficacious smoking cessation treat-
- that patients should be encouraged to use. (Strength of Evidence = A)

ransdermal Nicotine (the nicotine patch). Five meta-analyses of the
cacy of the nicotine patch have been published (Fiore, Smith, Jorenby, et
994; Gourlay, 1994; Po, 1993; Silagy, Mant, Fowler, et al., 1994; Tang,
w, and Wald, 1994). The primary results of these meta-analyses are sum-
ized in Table 16. Suggestions regarding clinical use of the nicotine patch
rovided in General Strategies 3 and 4. General Strategy 4 suggests cri-
for the use of nicotine replacement therapy.

- Evidence. The following statements are based on published meta-analy-
and panel opinion:

Transdermal nicotine approximately doubles 6- to 12-month
abstinence rates over those produced by placebo interventions. Five
meta-analyses have concluded that the nicotine patch is a highly
effective aid to smoking cessation. (Strength of Evidence = A)

Transdermal nicotine is consistently more efficacious than placebo
treatment regardless of the intensity of any adjuvant psychosocial
interventions. However, intensive psychosocial interventions
increase absolute abstinence rates among individuals given either
placebo or active patch treatment. (Strength of Evidence = A)

= Patients are more likely to comply with transdermal nicotine instructions
than with nicotine gum instructions. (Strength of Evidence = C)

Nicotine Gum. More than 50 studies on the efficacy of nicotine gum

e been published, making nicotine gum by far the most extensively inves-
ted pharmacologic treatment for smoking cessation. This body of

arch has now been summarized by four major meta-analyses (Cepeda-
nito, 1993; Lam, Sze, Sacks, et al., 1987; Silagy, Mant, Fowler, et al.,
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Table 16. Summary of nicotine patch meta-analyses efficacy resuilts
(n = 5 meta-analyses)

Followup Number of ;
Meta-analysis timepoint trials Efficacy measur
Po (1993) 6 mo 8 OR.=23
Gourlay (1994) 6 mo ' 6 O.R. =22
Tang, Law, and Wald 12 mo 6 SL=9%
(1994) ’
Silagy, Mant, Fowiler, 12 mo 9 OR.=21
et al. (1994)
Fiore, Smith, Jorenby, 6 mo 16 O.R. =26
~ etal. (1994)

a For all of the meta-analyses, the increase in cessation was reported using the odds ratio
(O.R.) statistic, with the exception of the Tang meta-analysis, which used a success incre
(S.1.) (active abstinence rate—control abstinence rate). All meta-analyses used an active
versus placebo patch comparison. .

1994; Tang, Law, and Wald, 1994). Primary results of the three most rec
nicotine gum meta-analyses are summarized in Table 17. ,

Evidence. The following statements are based on published meta-an
ses and panel opinion:

m Nicotine gum improves smoking cessation rates by approximatelfﬁ
40-60 percent compared with control interventions through 12
months of followup.

Three meta-analyses found the gum to be efficacious in assisting
smokers to quit, and this improvement is observed in both self-
referred and unselected populations. (Strength of Evidence = A)

» Nicotine gum is consistently more efficacious than control intervent
regardless of the intensity of any adjuvant psychosocial intervent
although efficacy is greater when combined with an intensive
psychosocial intervention. (Strength of Evidence = B)

s The 4-mg gum is more efficacious than the 2-mg gum as an aid 1
smoking cessation in highly dependent smokers. (Strength of
Evidence = B)

Although nicotine chewing gum is an efficacious smoking cessation
treatment, problems with compliance, ease of use, social acceptability, a1
unpleasant taste have been noted by investigators. Because transdermal
tine replacement is not associated with these problems, the patch may be
more acceptable for most smokers. General Strategy 4 contains guidelin
for the differential recommendation of the nicotine patch and nicotine gu
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dosage recommendations are based on a review of the publi
0 not necessarily conform to packet insert information.

S e

shed research literature
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Most side effects of gum use are relatively mild and transient, a1
can be resolved by simply correcting the user’s chewing technique.
patients may desire to continue nicotine replacement therapy for per




yses)P

Evidence

ble 17. Summary of nicotine gum meta-analyses? (n = 3 meta-

Percent abstinent (12 mo)

Meta-analysis ?9"517 rca:i;)
Active gum Control® o ,
peda-Benito (1993) 16.9 125 14 (14142 |
g, Law, and 179 | 128 1.5 (1.4-1.5)
d (1994) ‘
gy, Mant, Fowler, 18.2d 106 1.6 (1.5-1.8) ﬂ

 provided.

oy

DA.]

usually recommended. For instance, studies suggest that when patients
iven free access to nicotine gum, 15-20 percent of successful abstainers
nue to use the gum for a year or longer (Hajek, Jackson, and Belcher,

: Hughes, Wadland, Fenwick, et al., 1991). Although weaning should be
uraged, continued use of nicotine replacement is clearly preferable toa ;;
n to smoking with respect to health consequences. This is because, unlike
king, nicotine replacement products do not (a) contain nonnicotine toxic
tances (e.g., “tar”), (b) produce dramatic surges in blood nicotine levels,
¢) produce strong dependence (Henningfield, 1995). Suggestions regard—
he clinical use of nicotine gum are provided in General Strategy 5.

Other Nicotine Replacement Interventions. Two new nicotine replace-
interventions, a nicotine nasal spray and a nicotine inhaler, have been ,
oped and tested. Published data on these products are limited, but studies
nstrate a significant benefit compared with placebo interventions (Hjal-
on, Franzon, Westin, et al., 1994; Sutherland, Stapleton, Russell, et al., 1992;
esen, Norregaard, Mikkelsen, et al., 1993). At present, these products are
censed for prescription use in the United States, and there are limited data
ding their use. Therefore, the panel drew no conclusions about their effica-
and made no recommendations regarding their use. [As this guideline went to
ss, nicotine nasal spray was approved for use in the United States by the '

eneral, these meta-analyses reported ireatment outcome effects as a function of control
ables such as counseling intensity, patient recruitment methods, gum dosage, and nicotine
endence. One clear finding was that nicotine gum effect sizes are larger when gum is

n the context of intensive psychosocial therapy than when used with brief therapy. For

 of presentation, only overall effect sizes from each analysis are tabled. In cases where
verall value was presented in the original report, average effect sizes were estimated from

) from Lam, Sze, Sacks, et al. (1987) are omitted because this older meta-analysis
uded only nine nicotine gum studies, which were included in the later meta-analyses.
trol groups are a mixture of placebo and no-gum conditions.

 estimate includes data from seven studies involving the 4-mg gum and thus may be
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Evidence

ver-the-Counter Nicotine Replacement Therapy. The FDA approved
tine gum for over-the-counter (OTC) use in April 1996, and the nicotine
:h may be approved for OTC use by the end of 1996. Although the OTC
of these medications will no doubt increase their availability, this does
reduce the clinician's essential responsibility to intervene with smokers.

se OTC nicotine replacement products are available, the clinician will also
tinue to have specific responsibilities regarding these products, such as
ouraging their use when appropriate, providing counseling, and offering
ruction on appropriate use. In addition, the clinician may advise patients
ding the use-of an OTC product versus a non-OTC product such as a
nicotine replacement treatment or antidepressant therapy.

Clonidine. Evidence for the efficacy of clonidine as a smoking cessation
tervention was derived from an examination of individual studies, a pub-
meta-analysis, and a fixed-effect meta-analysis conducted by guideline
that examined clonidine use in women only. The use of a fixed-effects
el, opposed to a random-effects model, is a departure from the typical
eline analytic strategy. The fixed-effects meta-analysis was used because
e very small number of studies available for analysis and the different
atistical assumptions of the two models (see the technical report).

| Evidence. There is little support for the use of clonidine either as a pri-
or as an adjunctive pharmacologic treatment for smoking cessation.
trength of Evidence = B)

Seven clinical trials on clonidine were identified in the initial literature
view, but only two fulfilled selection criteria for meta-analysis. Based on

ffective with female patients (odds ratio = 3.0, 95 percent C.I. = 1.5-5.9).
owever, no recommendations were made with respect to clonidine because of
e following concerns. First, of the seven trials examining the effectiveness of
onidine for smoking cessation, only two provided adequate long-term fol-
lowup information. Second, only three of the seven clonidine studies presented
results by gender, and only two of these three met meta-analytic selection crite-
ria. Thus, the success of clonidine among women may be the reason for the
presentation of results by gender in these studies; that is, there may be a selec-
tion bias. Finally, side effects are common with clonidine use, and as many as
25 percent of patients may discontinue clonidine therapy for this reason.
Antidepressants. Smoking is significantly more prevalent among indi-
viduals with a history of depression, and these individuals have more
difficulty quitting smoking than do smokers without a history of depression
(Anda, Williamson, Escobedo, et al., 1990; Breslau, Kilbey, and Andreski,
1992; Glassman, Helzer, Covey, et al., 1990). Some trials have investigated
the use of antidepressants for smoking cessation, but no published articles
met selection criteria for review. Because of a paucity of data, the panel
drew no conclusions about antidepressant therapy for smoking cessation.
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Anxiolytics/Benzodiazepines. A few trials have evaluated anxiolytic
as a treatment for smoking cessation. Individual trials of propranolol (a be
blocker) and diazepam did not reveal a beneficial effect for these drugs
compared with control interventions. Only one study using an anxiolytic
(buspirone) revealed evidence of efficacy in smoking cessation. Because ¢
lack of data, no conclusion was drawn regarding the efficacy of anxiolytice
smoking cessation. .

Silver Acetate. The three randomized chmcal trials of silver acetate t
met selection criteria revealed no beneficial effects for smoking cessation.

Evidence. The use of silver acetate as either a primary or an adjunctive
treatment for smokmg cessation was not supported. (Strength of Evidence =

Followup Assessment and Procedures

Recommendation: All patients who receive an intervention should be
assessed for abstinence at the completion of treatment or during subse
quent clinic visits. (1) for abstinent patients, all should receive relapse
prevention treatment (see section in Chapter 4, Relapse Prevention).
(2) For patients who have relapsed, assess their willingness to quit
(Strength of Evidence = C):

» If willing to quit, provide or arrange an additional interventior
(see section in Chapter 3, Interventions).

= If not willing to quit at the current time, provide an interventic ':
designed to promote the motivation to quit (see section in
Chapter 4, Promoting the Motivation to Quit).

All patients should be assessed with respect to their smoking status at
least at the completion of treatment. Additional assessments within the fir:
2 weeks of quitting should also be considered (Kenford, Fiore, Jorenby, et
al., 1994). Abstinent patients should receive relapse prevention treatment
(see General Strategy 8) including reinforcement for their decision to quit,
congratulations on their success at quitting, and encouragement to remain
abstinent. Clinicians should also inquire about current and future threats t
abstinence and provide appropriate suggestions for coping with these threa

Patients who have relapsed should be assessed for their willingness to
quit. Patients who are currently motivated to make another quit attempt
should be provided with an intervention (see section in Chapter 3,
Interventions). Clinicians may wish to increase the intensity of psychosoci
treatment at this time or refer the patient to a smoking cessation specialist/
program for a more intensive treatment if the patient is willing. In additior
nicotine replacement should be offered to the patient. If the previous cessa
tion attempt included nicotine replacement, the clinician should review
whether the patient used these medications in an effective manner and con
sider use of another form (see General Strategies 3 and 5).
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Evidence

Patients who are unwilling to quit at the current time should receive a
ntervention designed to promote the motivation to quit (see General

egy 6).
imbursement for Smoking Cessation Treatment

ommelidation: Smoking cessation treatments (both pharmacotherapy
counseling) should be provided as paid services for subscribers of
th insurance/managed care. (Strength of Evidence = O

ommendation: Clinicians should be reimbursed for delivering effec-
smoking cessation treatments. (Strength of Evidence = C)

Primary care clinicians frequently cite insufficient insurance reimburse-

t as a barrier to the provision of preventive services such as smoking
ation treatment (Henry, Ogle, and Snellman, 1987; Orleans, Schoenbach,
hon, et al., 1989). Insurance coverage has been shown to increase rates of
ation services utilization and therefore increase rates of quitting. For

ple, the presence of prepaid or discounted prescription drug benefits

ses patients’ receipt of nicotine gum, the duration of gum use (Johnson,
is, Stevens, et al., 1991), and smoking cessation rates (Cox and McKenna,
0; Hughes, Wadland, Fenwick, et al., 1991). In addition, an 8-year insur-
industry study found that reimbursing physicians for provision of

entive care resulted in reported increases in exercise, seat belt use, and
cight loss, as well as decreased alcohol use and a trend (because of small
mple size) toward decreased smoking (Logsdon, Lazaro, and Meier, 1989).
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w Pro‘moting the Motivation To Quit
‘and Preventing Relapse

omoting the Motivation To Quit

ommendation: For patients not willing to initiate a quit attempt at
time of their health care visit, clinicians should engage in a brief
rvention designed to promote motivation to quit. (Strength of
dence=C) - ' :

Enhancing the motivation to quit requires some initial steps described in
ail earlier in this guideline. Specifically, patients entering a health care
ing should have their smoking status assessed regularly. As aresult of a
ematic, institutionalized assessment of smoking status, clinicians should
ise all smokers to quit and assist those willing to make a quit attempt.

. Despite receiving a clinician’s advice to quit smoking, many patients are
st willing to make a commitment to quit. These patients may be unin-
rmed, concerned about the effects of quitting, or demoralized because of
evious relapse. Such patients may respond to a motivational intervention.
tivational interventions are characterized by the “4 Rs”: relevance, risks,
wards, and repetition. Clinical components of the 4 Rs are shown in
eneral Strategy 6. Finally, some patients may be discouraged by previous
lapses. These patients should be informed that most smokers make

peated cessation attempts before achieving long-term abstinence.

elapse Prevention

ecommendation: When clinicians encounter a recent quitter, they

ould reinforce the patient’s decision to quit, review the benefits of quit-
g, and assist the patient in resolving any residual problems arising

om quitting. (Strength of Evidence = C) A ‘

Although most relapse occurs early in the quitting process (Kenford,
Fiore, Jorenby, et al., 1994), some relapse occurs months or even years after
the quit date (Hatziandreu, Pierce, Lefkopoulou, et al., 1990). Therefore, clin-
icians should engage in relapse prevention interventions designed to reduce
the long-term risks of relapse (Brandon, Tiffany, and Baker, 1986).
Interventions should be delivered to former smokers who no longer consider
themselves actively engaged in the quitting process. (For information on how
to reduce relapse risk among those actively engaged in quitting, see General
Strategies 1 and 2.)

Relapse prevention interventions can be delivered by means of either
prearranged telephone calls or clinic visits, or any time the clinician encoun-
ters an ex-smoker. It is vital that a systematic, institutionalized mechanism
be in place to identify ex-smokers, because that is a necessary first step in
delivering relapse prevention messages.
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General strategy 6. Components of clinical interventions designed to
enhance motivation to quit smoking: the “4 Rs” .

Relapse prevention interventions can be divided into two categories:
minimal practice and prescriptive interventions.

Minimal Practice

Minimal relapse prevention interventions should be part of every prim
~ care encounter with a patient who has recently quit (General Strategy 7).




Promoting the Motivation To Quit and Preventing Relapse

neral strategy 7. Components of minimal practice relapse preven-
interventions

ause most relapse occurs within the first 3 months after quitting, relapse
evention is especially appropriate during this period (DHHS, 1994).

lapse prevention activities can easily be incorporated into cessation treat-
ents such as problem-solving counseling (see General Strategy 1).

rescriptive Interventions

These relapse prevention components are individualized based on infor-
ation obtained about problems the patient has encountered in maintaining
stinence (General Strategy 8). These more intensive relapse prevention
erventions may be delivered through primary care or through a specialized
nic or program.
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General strategy 8. Components of prescriptive relapse prevention
interventions




D Special Populations and Topics

‘Many factors could potentially affect the choice, delivery, and efficacy of
sation interventions. This possibility raises numerous questions. For
tance, should interventions be tailored or modified on the basis of gender,
e, or hospitalization status? Should pregnant smokers receive nicotine
lacement therapy? Do smoking cessation interventions work with smoke-
s tobacco users? How do cessation and intervention affect weight, and
uld treatment be modified with those effects in mind? These special
s are considered in this chapter. It is important to note that many health
¢ specialties can have a key role in addressing these issues (e.g., obstetrics
ind family practice for pregnant smokers; gynecology and family practice for
yreconceptional counseling and general health maintenance; pediatrics for
hildren and adolescents; internal medicine (including cardiology, pul-
nology, and oncology) and family practice for hospitalized patients; and
itistry and orthodonture for smokeless tobacco users).

; commendation: The same smoking cessation treatments are effective
‘or both men and women. Therefore, the same interventions can be used
with both sexes. (Strength of Evidence = B)

One important question regarding quitting smoking is whether men and
omen should receive different cessation interventions. Smoking cessation
linical trials reveal that the same treatments benefit both men and women.
oreover, epidemiologic studies do not show a consistent gender difference
n quit attempts and success rates. Few studies have examined programs
pecifically tailored to one gender, however. Although research suggests that
omen benefit from the same interventions as do men, women may face dif-
erent stressors and barriers to quitting that may be addressed in treatment.
These include greater likelihood of depression, weight control concerns, and
sues surrounding child care.

Evidence. There is no consistent evidence of gender differences in
esponse to smoking cessation treatments. (Strength of Evidence = B)

‘Racial and Ethnic Minorities

Recommendation: Members of racial and ethnic minoritiés should be -
rovided smoking cessation treatments shown to be effective in this
_guideline. (Strength of Evidence = B)
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Recommendation: Whenever possible, smoking cessation treatments
'should be modified or tailored to be appropriate for the ethnic or racial
populations with which they are used. (Strength of Evidence = C) -

Ethnic and racial minority groups in the United States—African
Americans, American Indians/Native Americans, Alaskan Natives, Asian and
Pacific Islanders, Hispanics—experience higher mortality in a number of dis-
ease categories compared with the white majority. For example, African
Americans experience substantial excess mortality from cancer, cardiovascule
disease, and infant death, all of which are directly affected by tobacco use
(CDC, 1987). American Indians and Alaskan Native subgroups have some of
the highest documented rates of infant mortality caused by sudden infant deat
syndrome (Coultas, Gong, Grad, et al., 1994). Therefore, there is a critical
need to deliver effective smoking intervention to ethnic and racial minorities.

There are well-documented differences between racial and ethnic mino1
ties and the white majority in smoking patterns and in smoking and quitting
prevalence (Orleans, Schoenbach, Salmon, et al., 1989; Stotts, Glynn, and .
Baquet, 1991). In addition, smoking prevalence and patterns vary substan-
tially among minority subgroups (Coultas, Gong, Grad, et al., 1994). Racia
and ethnic minorities also differ from whites in awareness of health effects
smoking (Brownson, Jackson-Thompson, Wilkerson, et al., 1992) and a sen
of fatalism that may affect disease prevention efforts. On the other hand,
both nicotine addiction and desire to quit appear to be prevalent across all
racial and ethnic groups (Orleans, Schoenbach, Salmon, et al., 1989; Royce
Hymowitz, Corbett, et al., 1993; Stotts, Glynn, and Baquet, 1991). :

Few studies have examined interventions specifically tailored to particu
lar ethnic or racial groups, and there is no consistent evidence that tailored
cessation programs result in higher quit rates in these groups. Moreover,
smoking cessation interventions developed for the general population have
been effective with racial and ethnic minority participants. Therefore, clini
cians who see minority group patients should offer them treatments identifi
as effective in this guideline. Clinicians should remain sensitive, however,
individual differences and health beliefs that may affect treatment acceptan:
and success (see section in Chapter 3, Specialized Assessment).

Because of the small amount of research on this topic, there is currently
little support for the obligatory tailoring of cessation treatments for minori 4
populations. Logically, however, tailoring may be necessary at times for
effective intervention. For instance, cessation counseling or self-help materi
must be conveyed in a language understood by the smoker. Additionally,
culturally appropriate models or examples may increase the smoker’s accef
tance of treatment. Certainly, practices with multiethnic or multiracial ;
populations should make culturally appropriate materials available wheneve
resources permit. ~ s

Among subgroups of racial and ethnic minorities, some smoke at excef
tionally high rates and suffer high rates of smoking-attributable morbidity
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nd mortality (Coultas, Gong, Grad, et al., 1994; Sugarman, Warren, Oge, at
., 1992). Yet, there is relatively little extant research on optimal interven-
ons or on the specifie barriers or impediments to successful cessations for
iese populations (e.g., relatively low educational attainment, inadequate
ccess to medical care). These are important topics for future research.

Evidence. The following statements support the above recommendations:

»  Smoking cessation treatments identified as effective in this guideline
increase smoking cessation rates among members of ethnic and racial
 minorities. (Strength of Evidence = B)

= Smoking is especially prevalent among some racial and ethnic
minority subgroups and results in mortality and morbidity.
(Strength of Evidence = A)

»  Although little research has been done on the effectiveness of treat-
ment tailoring for ethnic and racial minority populations, some types
of tailoring such as the use of language-appropriate materials should

- increase treatment effectiveness. (Strength of Evidence = C)

regnancy

ecommendation: Pregnant smokers should be strongly encouraged to
uit throughout pregnancy. Because of the serious risks of smoking to
the pregnant smoker and fetus, pregnant smokers should be offered
intensive counseling treatment. (Strength of Evidence = A)

Recommendation: Minimal interventions should be used if more inten-
sive interventions are not feasible. (Strength of Evidence = C)

commendation: Motivational messages regarding the imPact of smok-
ing on both the pregnant smoker and fetus should be given. (Strength of
Evidence = C)

Recommendation: Nicotine replacement should be used during preg-

- nancy only if the increased likelihood of smoking cessation, with its

~ potential benefits, outweighs the risk of nicotine replacement and poten-
_tial concomitant smoking. (Strength of Evidence = C)

Smoking in pregnancy imparts risks to both the woman and the fetus.
Many women are motivated to quit during pregnancy, and health care profes-
sionals can take advantage of this motivation by reinforcing the notion that
- cessation will be best for the fetus, with postpartum benefits for both mother
and children. On the other hand, clinicians should be aware that some preg-
nant women may try to hide their smoking status.

Quitting smoking prior to conception or early in the pregnancy is most ben-
eficial, but health benefits result from cessation at any time. Therefore, a
‘pregnant woman who still smokes should continue to be encouraged and helped
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to quit. Women who quit smoking during pregnancy have a high rate of relaps
in the postpartum period. Relapse is common in the postpartum period even ‘
among women who have maintained total abstinence from tobacco for 6 or
more months during pregnancy. Relapse postpartum may be decreased by con-
tinued emphasis on the relationship between maternal smoking and poor health
outcomes (sudden infant death syndrome, respiratory infections, asthma, and
middle ear disease) in infants and children. General Strategy 9 outlines clinical
factors to address when counseling pregnant women about smoking.

No clinical trials have assessed the benefits and risks of nicotine replace
ment therapy as an aid to smoking cessation in pregnant women. In a revie
of this topic, Benowitz (1991) concluded that, for pregnant women, the bene
fits of nicotine replacement therapy outweigh the risks of both continued
smoking and nicotine replacement itself. Benowitz limited this conclusion,
however, to those pregnant women who cannot stop without replacement
therapy and suggested that benefits would be the greatest for heavy smokers

To assess the effectiveness of smoking cessation during pregnancy, the pane
used both a published meta-analysis (Mullen, Ramirez, and Groff, 1994) anda
meta-analysis conducted by panel staff (Table 18). The meta-analysis conductec
by panel staff was based on six studies evaluating the effectiveness of smoking
cessation counseling in pregnant smokers. The effectiveness of counseling inter:
ventions in these studies was compared with either “no treatment” or “usual
care” conditions. The latter usually consisted of a recommendation to stop ;
smoking that was often supplemented by provision of self-help material or refer-
ral to a stop-smoking program. Because of the small number of studies available
for analysis, only the impact of counseling (greater than 10 minutes of person-to
person contact) was examined in the meta-analysis. Less intense interventions,
such as those involving “minimal contact” or “brief counseling” (see subsection
in Chapter 3, Intensity of Person-to-Person Clinical Intervention), were not ‘
examined because of a lack of relevant studies. Both the panel meta-analysis an
the published meta-analysis yielded essentially the same finding—smoking ces-
sation interventions during pregnancy are effective and should be used to benefi
both the woman and the fetus.

Evidence. The following statements support the above recommendations:

m A published meta-analysis and a meta-analysis conducted by panel
staff (n = 14 studies) suggest that counseling interventions during
pregnancy increase quit rates above those of pregnant women who
do not receive such interventions. (Strength of Evidence = A)

s Because of the small number of studies examining minimal counsel-
ing in pregnant smokers, no focused statistical tests were possible or.
this topic. However, the panel concluded that minimal counseling
has a beneficial effect and should be used if more intensive counsel-
ing is not feasible. (Strength of Evidence = C) -
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yeneral strategy 9. Clinical issues when assisting a pregnant patient in
hoking cessation

Table 18. Efficacy of counseling intervention with pregnant smokers

Number | Estimated odds ratio Estimaiéd cessation rate
Level of contact of arms (95% C.L) (95% C.L.)
No contact/usual care | 11 ‘ 1.0 7.9
. (reference group) : .
Counseling 8 2.0 (1.3-2.9) 14.7 (9.8-19.5)

Hospitalized Smokers

Recommendation: For every hospitalized patient, the following steps
should be taken: (a) ask each patient on admission if he/she smokes and
document smoking status; (b) for current smokers, list smoking status on
the admission problem list and as a discharge diagnosis; (c) assist all
smokers with quitting during the hospitalization, using treatments iden-
tified as effective in this guideline, including nicotine replacement
therapy if appropriate; and (d) provide advice and assistance on how to
remain abstinent after discharge. (Strength of Evidence = C)

It is vital that hospitalized patients attempt to quit smoking, because
smoking may interfere with their recovery. Among cardiac patients, second
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heart attacks are more common in those who continue to smoke (Multiple
Risk Factor Intervention Trial Research Group, 1990). Lung, head, and neck
cancer patients who are successfully treated, but who continue to smoke, are
at elevated risk for a second cancer (Browman, Wong, Hodson, et al., 1993).
Smoking negatively affects bone and wound healing (Jones, 1985). '
Every hospital in the United States must now be smoke free if it is
to be accredited by the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO). As a result, hospitalized patients may be partic-
ularly motivated to make a quit attempt for two reasons. First, the illness
resulting in hospitalization may have been caused or exacerbated by smok-
ing, highlighting the patient’s personal vulnerability to the health risks of
smoking. Second, motivation may be enhanced during hospitalization
because the smoker is temporarily housed in a smoke-free environment.
For these reasons, clinicians should use hospitalization as an opportunity to
promote smoking cessation in their patients who smoke (Hurt, Lauger, ;
Offord, et al., 1991; Stevens, Glasgow, Hollis, et al., 1993). Patients in longeﬂ
term care facilities should also receive cessation interventions identified as
efficacious in this guideline. :
‘Specifically, clinicians and hospital administrators should collaborate to
ensure that systems are in place that identify the smoking status of all
patients admitted to a hospital and that provide at least a brief clinical inter-
vention to every hospitalized patient who smokes.
Finally, smokers may experience nicotine withdrawal symptoms during :
hospitalization. Clinicians should consider providing temporary nicotine
patch therapy during a hospitalization to reduce such symptoms.

Efficacy of Inpatient Hospital Smoking
Cessation Treatment :

Five studies met selection criteria for analyses examining the effective-
ness of inpatient hospital smoking cessation treatment compared with usual
care. Because of the limited number of studies, no attempt was made to sep-
arate the level or type of treatment. Results are shown in Table 19. '

Evidence. Smoking cessation interventions among hospitalized patients
increase rates of smoking cessation. (Strength of Evidence = A)

Smokers With Psychiatric Comorbidity

Recommendation: Smokers with comorbid psychiatric conditions .
should be offered smoking cessation treatments identified as effective in
this guideline. (Strength of Evidence = C)

Recommendation: Although it is not necessary to assess for psychiatric
comorbidity prior to initiating smoking treatment, such assessment may
be helpful in that it allows the clinician to prepare for an increased like
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[able 19. Efficacy of inpatient smoking cessation treatment (n = 5 studies)

Number | Estimated odds ratio | Estimated cessation rate
.Type of treatment | of arms (95% C.L) (95% C.L.)
* No inpatient smoking 5 1.0 18.0 (10.1-27.5)
cessation treatment :
(reference group)
Inpatient smoking 5 - 1.4 (1.1-1.7) 23.1 (19.2-27.0)
cessation treatment i
‘provided

ood of smoking relapse or for exacerbation of the comorbid condition
| response to nicotine withdrawal. (Strength of Evidence = C)

The term “psychiatric comorbidity” refers to the co-occurrence of smoking
vith another psychiatric disorder. Psychiatric comorbidity is important to the
sessment and treatment of smokers for several reasons:

m Psychiatric disorders are more common among smokers than in the
general population. For instance, as many as 30-50 percent of
~ patients seeking smoking cessation services may have a history of
depression, and 20 percent or more may have a history of alcohol
abuse or dependence (Brandon, 1994; Glassman, Stetnes, Walsh, et
al., 1988; Hall, Munoz, Reus, et al., 1993; also cf. Breslau, 1995;
Breslau, Kilbey, and Andreski, 1994).

= Smoking cessation or nicotine withdrawal may exacerbate a patient’s
comorbid condition. For instance, smoking cessation may elicit or
exacerbate depression among patients with a prior history of affec-
tive disorder (Glassman, 1993; Glassman, Covey, Dalack, et al., 1993).

= As noted in the Specialized Assessment section in Chapter 3, smokers
with psychiatric comorbidities have heightened risk for relapse to
smoking after a cessation attempt (Brandon, 1994; Glassman, Covey,
Dalack, et al., 1993; Hall, Munoz, Reus, et al., 1993).

Although psychiatric comorbidity places smokers at increased risk for
relapse, there is also evidence that such smokers can be helped by smoking
cessation treatments (Breckenridge, 1990; Burling, Marshall, and Seidner,
1991; Hall, Munoz, and Reus, 1994; Hartman, Jarvik, and Wilkins, 1989;
Hartman, Leong, Glynn, et al., 1991). There is currently too little evidence
to determine whether smokers with psychiatric comorbidity benefit more
from specialized or tailored cessation treatments than from standard treat-
ments (e.g., Hall, Munoz, and Reus, 1994; Zelman, Brandon, Jorenby, et al.,
1992). Even though some smokers may experience exacerbation of a comor-
bid condition upon quitting smoking, most evidence suggests that cessation
entails little adverse impact. For instance, patients in inpatient psychiatric
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units are able to stop smoking with few adverse effects (e.g., little increase i
aggression, or nonadherence to treatment; Hurt, Eberman, Slade, et al., 1992
Resnick, 1993). Additionally, there is little evidence that patients w1th other
chemical dependencies relapse to other drug use when they stop smoking
(Hurt, Eberman, Slade, et al., 1993). Finally, stopping smoking may affect
the pharmacokinetics of certain psychiatric agents (e.g., Hughes, 1993).
Therefore, clinicians may wish to monitor closely the actions or side effects
of psychiatric medications in smokers making a quit attempt. '

Weight Gain After Smoking Cessation

Recommendation: The clinician should inform smokers that they are
likely to gain weight when they stop smoking. The clinician should rec-
ommend that smokers not take strong measures (e.g., strict dieting) to
counteract weight gain during a quit attempt. Moreover, ex-smokers
should wait until they are confident that they will not return to smokmg
before trying to reduce their weight. (Strength of Evidence = C)

Recommendation: For smokers who are greatly concerned about weight,
gain, the clinician may prescribe or recommend nicotine gum, which has
been shown to-delay weight gain after quitting. (Strength of Evidence =4

Key facts about smoking, smoking cessation, and weight gain follow:

» The majority of smokers who quit smoking gain weight. Most will
gain fewer than 10 pounds, but there is a broad range of weight gain,
with as many as 10 percent of quitters gaining as much as 30 pounds
(Williamson, Madans, Anda, et al., 1991).

s Women tend to gain slightly more weight than men, and for both
sexes, African Americans, people under age 55, and heavy smokers
(those smoking more than 25 cigarettes/day) are at elevated risk for
major weight gain (Emont and Cummings, 1987; Williamson,
Madans, Anda, et al., 1991). '

» For many smokers, especially women, concerns about weight or
fears about weight gain are motivators to start smoking or continue
smoking (Gritz, Klesges, and Meyers, 1989; Klesges and Klesges,
1988; Klesges, Meyers, Klesges, et al., 1989).

= Weight gain that follows smoking cessation is a negligible health
threat compared with the risks of continued smoking (DHHS, 1990;
Williamson Madans, Anda, et al., 1991).

s No experimentally validated strategies or treatments are effective in
preventing postcessation weight gain. In fact, some evidence sug-
gests that attempts to prevent weight gain (e.g., strict dieting) may
undermine the attempt to quit smoking (Hall, Tunstall, Vila, et al.,
1992; Perkins, 1994; Pirie, McBride, Hellerstedt, et al., 1992).
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Nicotine replacement——-in particular, nicotine gum-—appears to be
effective in delaying postcessation weight gain. Moreover, there

~ appears to be a dose-response relation between gum use and weight
~ suppression (i.e., the greater the gum use, the less weight gain

" occurs). However, once nicotine gum use ceases, the quitting
smoker gains an amount of weight that is about the same as if she or
he had never used gum (Emont and Cummings, 1987; Gross, Stitzer,
and Maldonado, 1989; Nides, Rand, Dolce, et al., 1994).

Postcessation weight gain appears to be caused both by increased
intake (e.g., eating, alcohol consumption) and by metabolic adjust-
ments. The involvement of metabolic mechanisms suggests that
even if quitting smokers do not increase their caloric intake, they will
still gain some weight (Hatsukami, LaBounty, Hughes, et al., 1993;
Hofstetter, Schutz, Jequier, et al., 1986; Klesges and Shumaker,

1992; Moffatt and Owens, 1991; Schwid, Hirvonen, and Keesey, 1992).

Once a quitting smoker relapses and begins smoking at precessation
levels, he or she will usually lose some or all of the weight gained
during the quit attempt (Moffatt and Owens, 1991; Noppa and
Bengtsson, 1980; Stamford, Matter, Fell, et al., 1986).

" The research evidence reviewed above illustrates why weight gain is an
portant impediment to smoking cessation. Many smokers (especially
women) are very concerned about their weight and fear that quitting will pro-
duce weight gain. Many also believe that they can do little to prevent
postcessation weight except to return to smoking. These beliefs are especi-
ally difficult to address clinically because they are congruent with research
findings; that is, the beliefs have some basis in fact.

Recommendations To Address Weight Gain

How should the clinician deal with concerns about weight gain? First,
the clinician should neither deny the likelihood of weight gain nor minimize
its significance to the patient. Rather, the clinician should inform the patient
about the likelihood of weight gain and prepare the patient for its occurrence.
However, the clinician should counter exaggerated fears about weight gain
given the relatively moderate weight gain that typically occurs. Certain types
of information may help prepare the patient for postcessation weight gain
(see General Strategy 10).

Second, before and during the quit attempt the clinician should stress that
quitting smoking is the patient’s primary, immediate priority, and that the
patient will be most successful in the long run if he or she does not take
strong measures (e.g., strict dieting) to counteract weight gain during a quit
attempt (see General Strategy 10).

Third, during the quit attempt, the clinician should offer to help the
patient address weight gain (either personally or via referral) once the patient
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General strategy 10. Clinician statements to help a patient prepare for |
and cope with, postcessation weight gain

has successfully quit smoking. Specifically, the clinician should recommen
that intensive weight control strategies be avoided until the patient is no
longer experiencing withdrawal symptoms and is confident that he or she w
not return to smoking. Certainly, however, the patient should be encouraged
to maintain or adopt a healthy lifestyle, including engaging in moderate exer
cise, eating plenty of fruits and vegetables, and limiting alcohol consumptio

Smokeless Tobacco Use

Recommendation: Smokeless tobacco (chewing tobacco and snuff) use
should be identified and strongly encouraged to quit. (Strength of
Evidence = C)

Recommendation: Smokeless tobacco users should be treated with the |
same psychosocial cessation interventions recommended for smokers.
(Strength of Evidence = B)

Like cigarette smoking, the use of smokeless tobacco, such as chewing
tobacco and snuff, produces addiction to nicotine and has serious health co
sequences. Consumption of smokeless tobacco products has increased in
recent years (Glover and Glover, 1992; Marcus, Crane, Shopland, et al.,
1989), especially among young males. Clinicians should offer quitting
advice and assistance to their patients who use smokeless tobacco.
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There is a need for smokeless tobacco information and assistance, but cur-
ntly little research-based information is available on these topics. A small
umber of studies have evaluated both multicomponent and brief psychosocial
terventions for smokeless tobacco cessation. Results of these evaluations
uggest that the same cessation interventions that are effective with smokers
e effective with smokeless tobacco users. Currently, there is little evidence
n the effectiveness of pharmacologic treatments for smokeless tobacco use.
owever, nicotine replacement may help smokeless tobacco users just as it

Evidence. Tlhere is limited evidence that nonpharmacologic treatments
sed for smoking cessation are also effective in smokeless tobacco cessation.
trength of Evidence = B)

hildren and Adolescents: Primary Prevention of
obacco Addiction

ecommendation: Clinicians should provide their pediatric and adoles-
nt patients, and the parents of these patients, with a strong message
garding the importance of totally abstaining from tobacco use.
trength of Evidence = C)

ecommendation: Cessation interventions shown to be effectwe with
ults should be considered for use with children and adolescents. The
ntent of these interventions should be modified to be developmentally
)propriate. Nicotine replacement should be considered only when

ere is clear evidence of nicotine dependence and a clear desire to quit
bacco use. (Strength of Evidence = C)

The onset of tobacco use is a pediatric concern. Among adult daily smok-
ers, 90 percent tried their first cigarette and 70 percent were daily users at or
fore age 18. Among high school seniors who had used smokeless tobacco,
percent had first done so by the ninth grade (DHHS, 1994). Young people
begin to smoke or use tobacco for a variety of reasons related to social norms,
vertising, peer pressure, parental smoking, and curiosity, but evidence sug-
gests that nicotine addiction is established rapidly (CDC, 1995).

~ About three out of every four adolescent smokers have made at least one
serious attempt to quit smoking and have failed (Moss, Allen, Giovino, et al.,
1992). About 20 percent of high school seniors smoke daily (Green, 1979;
Johnston, O’Malley, and Bachman, 1995). Among seniors who smoke daily
and expect that they will not be smoking in 5 years, 73 percent are still
smoking when surveyed 5-6 years after their senior year (DHHS 1994).

Prevention of Tobacco Use

Efforts to prevent tobacco use should be conducted by many types of
individuals and groups (e.g., parents, teachers, clergy, government officials,
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medical societies) and in diverse venues (e.g., home, school, church, youth
group). The clinician can target children and adolescents both inside and
outside the clinical setting. In the clinical setting, discussion of tobacco-
related issues should begin before the onset of adolescence, and preferably
before entry into junior high school. These efforts should continue through
out high school. Patient charts should clearly reflect that tobacco has been
discussed, and should indicate the smoking status of the patient and parents
or caretakers. Clinical prevention activities are listed in General Strategy 1
Prevention strategies useful in more general settings can be found in the ‘
recent Institute of Medicine Report, “Growing Up Tobacco Free” (Lynch,
Bonnie, and Institute of Medicine Committee on Preventing Nicotine

General strategy 11. Suggested interventions for clinicians to preven
the initiation of tobacco use
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diction in Children and Adults, 1994) and Healthy People 2000: National
alth Promotion and Disease »Prevention Objectives (DHHS, 1991).

‘obacco Use Cessation in Children and Adolescents

Little research evidence exists regarding either the effectiveness of
chosocial cessation interventions with children and adolescents or the

ety and efficacy of pharmacological interventions with this population.
cause there is no evidence that nicotine replacement is harmful for children
nd adolescents, clinicians should consider its use when nicotine dependence
s obvious. However, because of the psychosocial and behavioral aspects of
moking in adolescents, clinicians should be confident of the patient’s genuine
icotine dependence and desire to quit before instituting pharmacotherapy.
tors such as degree of dependence and body weight should be considered
/hen selecting nicotine replacement therapy dosage.

Children and adolescents may benefit from community- and school—based
tervention activities designed especially for these age groups. The messages
elivered by these programs should be reinforced by the clinician (DHHS,
994). Treatment of adolescents and children who smoke is an important
esearch area. Along with clinical trials of interventions, studies of the
experimenters” or occasional tobacco users in this population are needed.

Evidence. Most adolescent tobacco users are addicted to nicotine and
port they want to quit but are unable to do so; they experience relapse rates
d withdrawal symptoms similar to those reported by adults. Little inter-
ention research involves children and adolescent tobacco users. (Strength
f Evidence = C)
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Glossary

All-comers. Individuals included in a smoking cessation study regardless of
whether they sought to participate. For example, if cessation treatment was
delivered to all smokers visiting a primary care clinic, the treatment popula-
tion would be coded as “all-comers.” Presumably, individuals who seek to
articipate in smoking cessation studies are more likely motivated to quit,
and studies limited to these individuals may produce higher quit rates.

Anxiolytic. A pharmacologic agent used to reduce anxiety symptoms.

versive smoking. Several types of therapeutic techniques that involve
moking in an unpleasant or concentrated manner. These techniques pair
moking with negative associations or responses. Notable examples include
apid smoking, rapid puffing, focused smoking, and satiation smoking.

iochemical confirmation. The use of assays of smoking-related biochemi-
_cal compounds such as thiocyanate, cotinine, nicotine, and carboxyhemoglo-
bin to verify smokers’ reports of abstinence.

essation percentage. The percentage of smokers who achieve long-term
abstinence from smoking. The major cessation measure for this guideline
‘was the percentage of smokers in a group or treatment condition who were
‘abstinent at a followup point that occurred at least 5 months after treatment.

Cigarette fading/smoking reduction prequit. Interventions that reduce the
number of cigarettes smoked or nicotine intake prior to a patient’s quit date.
This may be accomplished through advice to cut down or by systematically
restricting access to cigarettes. This category includes interventions using
computers and/or devices to accomplish nicotine reduction prequit.

Clinician. A professional directly providing health care assistance.

Clinic screening system/system intervention. The strategies used in clinics
and practices for the delivery of clinical services. Clinic screening system inter-
ventions involve changes in staff protocols designed to enhance the identifica-
tion of and intervention with patients who smoke. Examples include affixing
smoking status stickers to patients’ charts, expanding the vital signs to include
smoking, and incorporating smoking status items into patient questionnaires.

Clonidine. An alpha-2-adrenergic agonist typically used as an antihypertensive
agent, but also used as a pharmacotherapy for smoking cessation. - The Food and
Drug Administration has not approved clonidine as a smoking cessation aid.

Contingency contracting/instrumental contingencies. Interventions where
individuals earn rewards for cigarette abstinence and incur costs or unpleas-
ant consequences for smoking. To receive this classification code, actual,
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tangible consequences had to be contingent upon smoking or abstinence.
Thus, simple agreements about a quit date, or other agreements between
treatment providers and patients without specifiable consequences, were not
included in this category. Deposits refunded based on study attendance
and/or other incentives that are not contingent upon smoking abstinence or
relapse did not receive this code.

Cue exposure/extinction. Interventions that repeatedly expose patients to
smoking-related cues in the absence of nicotine reinforcement in an attempt
to extinguish affective/motivational responding to such cues. This includes |
treatments where patients are encouraged to perform the smoking self-admir
istration ritual, excepting inhalation. -

Diazepam. A benzodiazepine anxiolytic.

Exercise/fitness component. Includes any intervention that contains a com-
ponent related to exercise/fitness. The intensity of interventions falling "
within this category varied from the mere provision of information/advice
about exercise/fitness to the classes.

Extratreatment social support component. Interventions or elements of an
intervention wherein patients are provided with the tools to find social suppor
on their own outside of treatment. This category is distinct from intratreat-
ment social support, in which social support is delivered by treatment staff.

Formats. Refers to the context in which a smoking cessation intervention is
delivered. May be either self-help, individual counseling, or group counseling

Hotline/helpline. A telephone line dedicated to over-the-phone smoking
intervention. A hotline/helpline treatment occurs when a hotline/helpline
number is provided or a referral to a hotline/ helpline is made.

Intent-to-treat analysis. Treatment outcome analyses where abstinence per-
centages are based on all subjects randomized to treatment conditions, rather
than on just those subjects who completed the intervention or who could be

contacted at followup.

Intratreatment social support. Refers to an intervention component that
provides support, help, or encouragement as part of the treatment.

Logistic regression. Statistical technique to determine the statistical associa
tion or relation between/among two or more variables, and where one of the
variables, the dependent variable, is dichotomous (has only two levels of
magnitude) (e.g., abstinent vs. smoking).

Meta-analysis. A statistical technique that estimates the impact of a treat-
ment or variable across a set of related investigations.

Minimal contact. Minimal contact refers to interventions that involved very
brief contact between clinicians and patients. It was coded based on the .
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gth of contact between clinicians and patients
rmation was unavailable, it was coded based o

tween clinicians and patients. -

tivation. Includes interventions designed to bolster
ugh manipulations such as setting a quit date, use o
quit date, reinforcement correspondence (letters
taff after initial contact congratulating patient on deci:

scess), providing information about the health risks of smi

gative affect/depression component. Interventions in t
esigned to train patients to cope with negative affect after cess
tensity of the interventions in this category may vary from

eling to the simple provision of information about postquit m
estions for dealing with it. To receive this code, interventions

cpressed mood, not simply stress. Interventions aimed at teac

o cope with stressors were coded as problem solving. When it wi
whether an intervention was directed at negative affect/depression or
chosocial stress, problem solving was the default code. ;
rapy. Refers to nicotine pharmacotherapy for - -
tine replacement therapy delivery systems
d States are nicotine chewing gum and

Nicotine replacement the
smoking cessation. The two nico
currently approved for use in the Unite
the nicotine patch.

Odds ratio. The odds of an outcome on one variable, given a certain status
on another variable(s). This ratio expresses the increase in risk of a given

outcome if the variable is present.
Oral mucosa. The mucous membranes that line the mouth.

tion. In-person contact between a clinician and a

Person-to-person interven
smoking intervention or assessment.

patient(s) for the purpose of

Primary care provider. Practitioner in one of the health professions (e.g.,
medicine, nursing, psychology, dentistry/oral health, physical and respiratory
therapy) who provides health care services for problems other than smoking

per se. Primary care providers are encouraged to identify smokers and to

intervene with them, regardless of whether smoking cessation is the patient’s

presenting problem.

g/skills training. Refers to a smoking cessation intervention

Problem solvin:
in which smokers are trained to identify and cope with events or problems

that increase the likelihood of their smoking. For example, quitters might
be trained to anticipate stressful events and to use coping skills such as dis-
traction or deep breathing to cope with an urge to smoke. Related and simi-
lar interventions are coping skill training, relapse prevention, and stress.

management.
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Purchaser. A corporation, company, or other consortium that purchases
health care benefits for a group of individuals.

Propranolol. A beta-adrenergic blocker often used as an antihypertenéive agent

Quit day. The day of a given cessation attempt during which a patient tries
to abstain totally from smoking. Also refers to a motivational intervention
whereby a patient commits to quit tobacco use on a specified day.

Randomized controlled trial. For the purposes of this guideline, a study in
which subjects are assigned to conditions on the basis of chance, and where
at least one of the conditions is a control or a comparison condition. .

Reference group. In meta-analyses, refers to the group against which other
groups are compared. ‘

Relaxation/breathing. Interventions in which patients are trained in relax-
ation techniques. Interventions using meditation, breathing exercises, and sc
on, fit this category. This category should be distinguished from the categor
of problem solving, which includes a much wider range of stress- -
reduction/management strategies.

Self-selected. Refers to a patient population that sought out or agreed to par-
ticipate in a study of smoking cessation. ‘

Serum cotinine. Blood levels of cotinine, nicotine’s major metabolite. This
is often used to estimate a patient’s tobacco/nicotine self-administration prio
to quitting, and to confirm abstinence self-reports during followup.

Serum nicotine. Blood levels of nicotine. This is often used to assess a
patient’s tobacco/nicotine self-administration prior to quitting, and to confirr
abstinence self-reports during followup.

Silver acetate. Silver acetate reacts with cigarette smoke to produce an
unpleasant taste and has been investigated as a deterrent to smoking.

Specialized assessments. Refers to assessment of patient characteristics suc
as nicotine dependence and motivation for quitting that may allow clinician
to tailor interventions to the needs of the individual patient. \

Starter kits. Self-help materials and/or programs provided by a pharmaceut
cal company to assist patients in successfully quitting smoking while using:

pharmaceutical agent.
Stepped-care. The practice of initiating treatment with a low-intensity inte
vention and then referring treatment failures to successively more intense
interventions. /

Transdermal nicotine. Refers to delivery of nicotine by diffusion througl
the skin. Often used as a synonym for “nicotine patch.” S

94




Glossary

eatment matching. Differential assignment of patients to treatments based
their pretreatment characteristics. Treatment matching is based on the
tion that particular types of smokers are most likely to benefit from partic-
ar types of treatments.

eight/diet/nutrition component. Any program dealing with weight issues.
erventions that teach nutrition/diet/weight management strategies, incorpo-
e daily/weekly weight monitoring (for reasons other than routine data col-

tion), require or suggest energy intake maintenance/reduction, and/or con-

nutritional information/tips/counseling receive this code.
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faculty of the Division of Adolescent Medicine at Children’s Hospital
Medical Center in Cincinnati, Ohio. He is a consultant to several adolescent
chemical dependency programs and lectures widely in the area of substance
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Health, Education, and Welfare. He was an editor for more than fifteen of
the Reports of the Surgeon General on smoking and health. He has written
the chapter on tobacco (nicotine addiction) in six editions of Harrison's
Principles of Internal Medicine. He is active as a clinician, educator, and
health care administrator in multiple aspects of smoking cessation.
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Patricia Dolan Mullen, DrPH

Professor and Deputy Director

Center for Health Promotion Research and Development

School of Public Health

University of Texas

Houston, Texas :

Dr. Mullen received her doctorate in Public Health from the University of
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Macxine L. Stitzer, PhD
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